A case of endocarditis caused by Propionibacterium acnes associated with an aortic root abscess is presented. This supports the current opinion that aortic root abscesses are not necessarily associated with microorganisms of high virulence. (Br Heart J 1992;68:218-20) Endocarditis caused by Propionibacterium is very rare despite the frequent presence of the bacterium in sebaceous glands and in the bypass filter during operation. On 19 July 1989 he was admitted to hospital with numbness and weakness in his right arm and leg which had come on suddenly. He was smoking 10 cigarettes a day and taking warfarin. On examination he looked well and was apyrexial. Auscultation of his heart showed only the signs of a normally functioning aortic valve prosthesis. He had mild expressive dysphasia and decreased sensation over the right side of his face, right arm, and right leg.
Case report A 34 year old man was admitted after a cerebrovascular accident. At the age of 13 he had had rheumatic fever. In 1978 he had been admitted with pericarditis and at that time an aortic regurgitant murmur was heard. He had subsequently progressed well until 1986 when he noticed that he was short of breath on exertion and more tired than usual. On examination he had the signs of aortic regurgitation. Cardiac catheterisation showed severe aortic regurgitation, a normal aortic root The Propionibacterium acnes isolated was sensitive to penicillin, gentamicin, vancomycin, teicoplanin, and rifampicin. The minimum inhibitory concentrations were 003 mg/l, 1 mg/l, 0-25 mg/l, 0-06 mg/l, and 0-004 mg/l respectively. Minimum bactericidal concentrations were 0 12 mg/l, 16 mg/l, 0 5 mg/l, 0-25 mg/l, and 0 5 mg/l. The patient was treated with benzyl penicillin (2-4 g every four hours) and gentamicin was added when his fever failed to resolve within five days. The serum bactericidal dilution was 1/4 at peak and 1/2 at trough. His fever did not respond so antibiotic treatment was changed to vancomycin (1 g) and rifampicin (300 mg) twice daily giving a serum bactericidal dilution of 1/16 at peak and 1/8 at trough. His symptoms still did not improve, suggesting that a root abscess might be present. An early diastolic murmur was heard and echocardiography suggested the presence of an aortic abscess in showing thickening of the anterior wall of the aortic root and aortic regurgitation. Aortography confirmed an aortic root abscess Propionibacterium acnes causing an aortic root abscess Figure 2 Aortogram showing an aortic root abscess.
( fig 2) . The patient developed the "red man" response to vancomycin and the antibiotics were changed to teicoplanin ( In infective endocarditis, spread of infection to surrounding structures is more common with aortic valves. This may result in an aortic root abscess, annular erosion of the aortic root, mycotic aneurysm, or involvement of the aorticomitral apparatus. Aortic root abscess is more common with prosthetic valve endocarditis occurring in 52% compared with 15% of cases of native valve endocarditis.'3 Cross sectional echocardiography is helpful in identifying aortic root abscesses but few patients (< 5%) have the obvious finding of an echo free abscess cavity and thus the diagnosis rests on associated findings such as the wall of the aorta being more than 10 mm thick, prosthetic valve rocking, sinus of Valsalva aneurysm, or perivalvlar density in the septum of 14 mm or more. When these factors are considered, the positive and negative predictive values are 86% and 87% respectively.'5 Transoesophageal echocardiography is particularly helpful in diagnosing this complication of infective endocarditis'6 and magnetic resonance imaging may also clearly show an aortic root abscess.'7 The role of cardiac catheterisation in patients with infective endocarditis is debatable but most would advise its use before cardiac surgeryl'20 although the rationale for this, resting as it does upon diagnostic accuracy, is being constantly eroded as non-invasive diagnostic techniques improve. Interestingly cardiac catheterisation may be much safer than is often thought. In one study of 35 patients with infective endocarditis undergoing cardiac catheterisation there was not one embolic episode despite vegetations being seen echocardiographically on 15 of the 21 valves crossed by the catheter.20 Similar experience has also been reported in another study.2' We would not advocate crossing infected valves but think that aortography can be safely used in endocarditis of the aortic valve.
An aortic root abscess itself does not absolutely indicate the necessity for cardiac surgery, '3 and these abscesses have occasionally healed with medical treatment alone."7 Some studies, however, show an improved survival rate with operative intervention in infective endocarditis in general especially when associated with a prosthetic valve.'822 If surgery is performed mortality is significantly higher in those with an aortic root abscess (13 6% compared with 2 2% for those without this complication). '3 This case suggests that a blood culture growing Propionibacterium acnes should not be dismissed as a contaminant without first considering the clinical circumstances. In this patient Propionibacterium acnes caused an aortic root abscess. This supports the current opinion that an aortic root abscess is not necessarily associated with more virulent microorganisms.
